Objectives In the absence of literature reporting the transition experiences of novice community pharmacists, peer-reviewed evidence on the transition experiences of novice doctors and nurses was identified and reviewed. Specific objectives included identifying the challenges to transition and their perceived impact, before considering the implications for novice community pharmacists. Methods The electronic databases MEDLINE, EMBASE, CINAHL, PsycINFO and ScienceDirect were searched for full peer-reviewed original research papers published 1990-March 2015, reporting the transition experiences of novice doctors and nurses. A narrative review following coding of themes was undertaken to synthesise findings with transferability. Key findings Twenty-five papers using qualitative and quantitative methods were retrieved from nursing (18) and medicine (6). Challenges were categorised into three themes: personal experiences (where acquiring professional accountability, failing to meet expectations, and emotional, cognitive and physical demands of the job heightened stress), social experiences (where support and acceptance at work were hindered by organisational culture, hierarchy or interpersonal conflict) and challenges from job-related experiences (high workloads, task complexity, staffing, rotations and shift patterns). Challenging transitions were perceived by novice practitioners and their peers as impeding learning, impairing performance and having negative implications for patient care. Conclusions While some of these findings may be transferable to community pharmacy settings, contextual differences exist: relative isolation from professional peers, commercially driven private-sector settings, full and immediate acquisition of professional accountability and the lack of clinical career pathways or formalised support. Given these differences, is it appropriate that 'day-one' community pharmacists are fully and immediately accountable? Empirical research exploring transition to practice in the community pharmacy setting is needed.
Introduction
Every year, newly registered (novice) healthcare professionals including the 'generalist' practitioners (pharmacists, doctors and nurses), begin independent practice. This marks the start of transition to expert practice, which brings with it an incongruence or disconnect between old and new social support structures, support needs and expectations. [1] Transition is a complex and dynamic process triggering a period of intense learning and change for novice practitioners as they are 'socialised' into their new workplace environment. They must repeatedly learn, adapt and apply learning, increasing in proficiency to reach the level of 'competent' as outlined in the Dreyfus Model, which describes progressive levels of skill acquisition. [2] For the purpose of this review, transition is defined as the period from which novice practitioners first experience autonomous decision-making and acquire professional accountability for patient care.
Evidence from medical and nursing literature depicts transition as a period that is challenging, lengthy (up to 3 years), and has implications for staff retention, professional development and patient care. [3, 4] Despite this, it remains an under-researched area in pharmacy. Professional regulators for nursing and medicine acknowledge that novice practitioners, while competent at a foundation level, commonly lack the experience, confidence and ability to apply their knowledge beyond the lowest level of proficiency: that of 'novice'. [5, 6] To ease transition to practice for junior doctors and novice nurses in Great Britain, informal peer support frameworks and formal, regulator-endorsed support programmes are implemented. As these support frameworks are lacking in pharmacy, it is likely that transition presents challenges for novice community pharmacists which may have implications for the way in which they practise.
All novice pharmacists graduating from universities in Great Britain will have completed a 4-year Master of Pharmacy (MPharm) degree, 52 weeks of practice-based training and passed the GPhC-set preregistration assessment. [7] The majority of pharmacists (72%) immediately go on to work in community pharmacies, whether or not their preregistration training included experience in the community pharmacy sector. These novice community pharmacists work in private, for-profit organisations which range from independent contractors to large, corporate multiples. [8, 9] Here, pharmacists form part of the primary care team, working alongside general practitioners (GPs) and practice nurses. Besides their traditional medicines supply functions, community pharmacists provide increasing levels of clinical patient-centred services such as medicines optimisation, the management of long term conditions and public health services. As the pharmacy profession evolves, it is important to ensure that novice practitioners experience a seamless transition to practice which enables them to 'hit the ground running' and facilitates the development of proficiency to full competence.
Anecdotal reports and some research evidence exist of the challenges experienced by preregistration and recently registered community pharmacists. In particular, high workloads, [10] commercial targets, [11] work-related stress [12] and a lack of peer support [13, 14] have been reported; however, no studies explore transition to practice or specifically link these problems to the transition period. Like novice community pharmacists, novice nurses and junior doctors are 'generalist' practitioners. Their undergraduate training includes proportionately greater periods of supervised practice-based learning than pharmacists receive and they transition to practice within public-sector settings. It is generally later in their careers (after further training and experience) that doctors and nurses go on to practise in the community or primary care team as private-sector partners. Nevertheless, evidence reporting the experiences of novice nurses and junior doctors, is likely to be of value and relevance for community pharmacy.
Aims and objectives
The overall aim of this review was to explore the transition experience of novice practitioners in nursing and medicine and consider the implications for novice community pharmacists. The three main objectives were;
to identify the challenges experienced by novice nurses and junior doctors in the transition to practice to identify the perceived effect of transition on practitioner performance consider the implications of these findings for novice community pharmacists To achieve this, the narrative review approach was utilised to summarise available evidence and increase its applicability. Thematic analysis allowed the main themes to be identified from the literature while incorporating qualitative and quantitative research evidence.
Methods
The guidelines used to report the findings of this structured review are from the PRISMA 2009 (Preferred Reporting Items for Systematic Reviews and Meta-analyses) 27-item checklist. [15] As the guidelines were not fully relevant to the research question and the findings, parts 11, 13, 16, 20, 21, 23 of the checklist were completely excluded. Headings from the PRISMA checklist are used to structure the methods section.
Search terms
An initial scoping review was conducted to establish the nature and distribution of studies that were relevant to the research question. This review allowed the identification of four domains of search areas, as well as their most commonly used synonyms; 'transition' (entry to practice, orientation), newly qualified (newly registered, new graduate, novice, junior), performance (competence), and doctor, physician or nurse. The full list of search terms is listed in Table 1 .
Each term in the first, second and third columns (transition, newly qualified, healthcare professional) was combined with the word AND and searched. This provided a total of 45 search combinations. In the next part of the search, each term in the first second and fourth columns (transition, newly qualified and performance or competence) was combined with the word AND and searched. This provided a total of 15 search combinations. In summary, 60 combinations were searched in each database.
Eligibility criteria
Studies were required to meet the inclusion criteria set out in Table 2 . As defined in the introduction, novice practitioners were those with up to 3 years post registration experience.
Information sources
The electronic databases MEDLINE, EMBASE, CINAHL, PsycINFO, and ScienceDirect were searched for original peer-reviewed English-language papers published from January 1990 to March 2015. The search period was chosen to include the period during which changes were made to modernise nursing, medical and pharmacy education within Great Britain. [16] Study selection An initial database search generated papers which were subjected to a three stage screening process. In the first stage, ineligible or duplicate titles were excluded during title screening, leaving titles for abstract screening. The content of the abstracts was then screened in the second stage to assess their applicability to inclusion criteria. Where it was not possible to determine this from the level of detail in the abstract, the full paper was read and subjected to inclusion/exclusion criteria. In the third stage, the full papers were downloaded to a reference manager system, EndNote, for full screening. Two papers that required contact with authors to determine suitability for inclusion were both excluded. Where uncertainty arose regarding the eligibility of a paper evaluated by the lead author EM, consensus was reached after discussion with two experienced researchers SW, ES. The reference lists of the studies included were hand-searched for additional papers, which resulted in no further additions to the final number of papers determined relevant to the review.
To assess the risk of bias, domains from the CASP appraisal tool for qualitative research and Cochrane collaboration tool were used. [17] These were domains 4, 6 and 8 of the CASP checklist, and domains 1 and 4 of the Cochrane collaboration relating to selection and attrition. In summary the domains for selection, attrition, researcher position and reporting bias were applied to the studies.
Narrative analysis
This review focused on the reported challenges during transition and their effects on the novice practitioner. The initial analysis of transition experiences was found to describe two main concepts; the challenges experienced by the novice practitioner during transition, and the perceived effects they had on the novice practitioners. These two concepts were examined in further detail in the next stage.
Thematic synthesis began with a data-driven stage, where data was identified, where descriptions of challenges experienced by novices, and the perceived effect they had were noted. In this stage, each paper was read, descriptions of challenges and their impact were identified and a list of these descriptors was made in Microsoft Excel. The process was systematically repeated for each paper to derive a list. The next stage was theory-driven and descriptors were organised into common areas/ themes by identifying similarities or differences. The themes were reviewed by the lead researcher and then discussed with ES and SW to agree on the more abstract themes, to ensure these themes provided a sufficient description of all initial descriptors.
Results
The database search retrieved 6846 titles for screening. The titles were then screened to remove duplicates and exclusions, after which 780 abstracts were reviewed. A total of 637 abstracts were deemed ineligible and excluded before 143 full-text papers underwent a final screening process. This provided a total 25 full-text papers for review in the qualitative synthesis (see Figure 1 ). The 25 papers reporting 24 studies (two papers from medicine reported findings from the same study) then underwent data extraction. Findings from the data extraction process are reported in Tables S1 (nursing) and S2 (medicine).
Characteristics of included studies
A total of 19 studies from nursing (Table S1 ) and five from medicine (Table S2) were included in the review. One study has findings reported in two papers which are therefore combined in the table. [18, 19] The studies were based in eight countries, across single or multiple public or private hospital sites located in towns or cities. A qualitative approach was used in 20 (four medical and 16 nursing) of the 24 studies, and three used mixed-methods designs (two nursing, [20, 21] one medicine [22] ). Data collection occurred through observations, group or individual interviews, reflective journals, documentary analysis and survey questionnaires. Longitudinal data collection was Titles screened n = 6846
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Duplicate arƟcles and exclusions n = 6066
Exclusions n = 637
Full-text papers included for qualitaƟve synthesis n = 25
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Total n = 6846 (duplicates within databases excluded) © 2017 Royal Pharmaceutical Society used in 10 of the 24 studies; one of these used quantitative methods; however, attrition may have affected the reliability of the findings (n = 154 at t1, n = 110 at t2). [23] Study quality
Study quality was assessed using the CASP tool for appraising qualitative studies which is a 10-item checklist. [17] The main methodological limitations identified in the studies related to data collection strategies such as small sample sizes, sampling strategies, researcher bias, retrospective reporting, the use of self-reported measures, the inability to achieve data saturation and attrition. These limitations were partially addressed by the inclusion of measures such as data triangulation, purposive sampling, in-depth interviews and mixed-methods approaches. In assessing quality, the lack of an empirically tested method for excluding qualitative studies based on quality supported the need to include all eligible studies. [24, 25] As such, the decision was made not to exclude any papers on the basis of quality, but to acknowledge the limitations of individual studies as part of the analysis.
The qualitative nature of study design meant many of the studies were small scale, including three studies with five participants [26] [27] [28] which made transferability of the findings problematic. Five studies (four from nursing and one from medicine) were classed as large scale by qualitative criteria (n > 50); two of which were longitudinal and used interview data collected at two points for iterative consensus building. The 10 longitudinal studies (seven from nursing, three from medicine [18, 19, 23, [26] [27] [28] [29] [30] ) provided richer data; however, this was compromised by participant attrition, or the fact that attrition was not addressed as a limitation of the study.
Most studies used purposive sampling to increase participant variation and coverage, and only two studies stated that data saturation was achieved. The potential for researcher bias was acknowledged in six of the studies, where some participants were previously known to researchers. [26, 28, [31] [32] [33] All studies used self-report measures that were primarily completed retrospectively within 12-18 months post registration, which may have introduced recall bias. Only one study by Chang and Hancock [27] used defined transition measures and with the exception of one private-sector setting and one community setting, [34] and all studies included public-sector hospital settings.
Framework development
Thematic analysis revealed three themes within the concept of challenges; those caused by 'personal experiences', 'social experiences' or 'job-related experiences'. While they are categorised as such, an important finding was that these three elements are not mutually exclusive. Rather, these challenges described an interdependent relationship whereby any one challenge can incorporate or be influenced by aspects of personal, social and workplace experiences. For example, 'fear' (a personal challenge) may result from workplace bullying/intimidation (a social challenge) and may then be further worsened by working on a busy ward with time constraints (job-related challenge).
Thematic analysis also revealed three themes within the concept of effects; the effects on 'learning', the effects on 'practitioner performance' and the 'implications for patient care'. This is summarised in Figure 2 , which illustrates the concepts within the framework used to organise and present the findings.
Challenges -the personal experience
This theme describes how the personal, individual experience of transition presented emotional and cognitive challenges. These challenges were interdependent and varied according to personality, education history and work circumstances. They included fear and anxiety, stress and emotional labour and resilience.
Fear and anxiety expressed by both professions was attributed to acquiring professional responsibilities, accountability for patient care and meeting expectations. [35] [36] [37] This highlighted the potential risk of inadvertently harming patients, failing to meet expectations at work [30, 31, 38] and led novices to doubt their technical and clinical expertise. [29, 30, 39] Uncertainty was compounded by a sense of 'grief' at having lost the 'safety net' of supervised student status. [22, 26, 40] Stress at transition was not unexpected; however, novices described feeling surprised and unprepared for the level and continuousness of stress. They often felt shocked and overwhelmed by the emotional, cognitive and physical demands of their job [27, 32, 38, 41, 42] and were perceived by peers as lacking in professional confidence. [20, 43] Emotional labour and developing resilience through caring for critically unwell or dying patients was a challenge reported by both professions. While novice nurses were more adept at coping with these traumatic events, junior doctors resented the practice of 'affective blunting'; the expectation to switch emotions 'on and off' at will, to perform more effectively and objectively in critical situations. [21, 22, 44] They expressed needing time to process their emotions and prevent burnout.
Challenges -the social experience
This theme describes how the social experience of the workplace during transition presented challenges arising from novices' experiences of fitting into the organisation and its culture. All novices relied on more experienced peers to fit in, so a successful transition (and ultimately, good career progression) was generally synonymous with positive workplace interactions. When novices did not fit into the workplace, the social experience presented three main challenges: workplace conflicts (intra-or interprofessional), lack of acceptance by colleagues (personal or professional) and inadequate support during transition.
Workplace conflicts -intra-and interprofessional conflict
The transition to independent practitioner provided novices with an understanding of the workplace hierarchy, and their place in that hierarchy. Novice nurses, who perceived themselves to be at the bottom of the hierarchy ladder, frequently reported verbal abuse from doctors. [26, 27, 32] They were more shocked however to experience first-hand 'horizontal violence' from more experienced nurses, [27, 32, 38] a phenomenon where negative verbal or non-verbal attitudes or behaviours are directed between professional peers. [45] Workplace conflict with colleagues often resulted in novices feeling humiliated or vulnerable, [36, 38] undervalued and isolated in the workplace. [20, 39] Negative incidents between novices and their colleagues therefore impeded professional socialisation [33] and increased marginalisation, resulting in novices reporting disillusionment with the realities of professional practice. [26] [27] [28] Junior doctors similarly expressed awareness and acceptance of a professional hierarchy, even describing it using military analogies [44] but unlike novice nurses, they perceived themselves as higher up the hierarchy ladder. This perception made some junior doctors uncomfortable when they worked with knowledgeable experienced nurses, because this displaced the normal power balance of the doctor-nurse relationship. [42] The attitude to this imbalance was supported by the admission from junior doctors in one study to verbally abusing nurses to displace anger or frustration with the job. [22] A lack of acceptance -personal or professional Gaining personal and professional acceptance from their community of practice was a crucial and overwhelming need for most novices. To achieve this, novices had to understand organisational culture, meet colleague expectations and gain recognition in their workplace.
For novices to fit in and be socially accepted, it was important to avoid close scrutiny from experienced peers by not 'rocking the boat'. [27, 37, 38] Inconsistencies in organisational culture, unclear expectations from colleagues and unfamiliar wards made fitting in problematic. [18, 23, 42, 43] Consequently, many novices only learned of the 'hidden/implied rules' after they had inadvertently broken them. Understanding the 'hidden' or 'implied' rules in organisational culture often preceded the novice getting professional acceptance by colleagues and exercising autonomy. Novice nurses focussed on meeting expectations and completing high workloads to gain peer respect. [26, 35] Moreover, junior doctors reported the need to exceed expectations and demonstrate competence to senior nurses and doctors in order to gain professional credibility. [19, 42, 44] Inadequate support Despite both professions having formal support frameworks in place (such as the Foundation Programme for junior doctors and the nursing preceptorship programmes), the support that novices received from experienced peers and other colleagues was often described as variable and inconsistent. [20, 42] Novice nurses reported that supervision ranged from having no preceptor, to having one who excessively micromanaged them. [26, 34] Where preceptorship was perceived to provide no lasting benefit to a ward, nursing managers showed reluctance to support it, and supervisors and preceptors often felt overstretched by the demands of supporting novice practitioners alongside students. [42] Consequently, some novices were actively discouraged from learning and reminded that 'they were there to work, not think' by experienced peers. [21] Poor nursing role models who were territorial, overly critical and unapproachable discouraged novices from seeking help. [20, 21, 32, 35] Other difficulties highlighted by nurse preceptorship and supervision of junior doctors were inconsistent expectations and assessment methods or negative, unconstructive feedback. [26] [27] [28] 35, 42] Challenges -the job-related experience This theme describes how the job-related experience presented challenges encountered by the novice. These challenges included particular job requirements and challenges from the workplace setting, during transition.
Job requirements
Novices in both professions were surprised by the volume of work and struggled to work within expected time constraints. [23, 26] The complexity of individual tasks or patient conditions, and unfamiliarity with specific cases, procedures or patient groups further challenged the novice's ability to transition successfully. [19, 22, 32, 41] 
Workplace setting
Effective organisation and management of work was hindered by working rotations or working shift patterns (night-time, holidays) when staffing was lower and responsibility was greater. [19, 40] Though rotations provided opportunities for learning and development, they prolonged transition for novices by introducing new ward cultures/colleague expectations, making it harder for novices to efficiently locate notes or equipment and operate/gain access to systems. [19, 23, 37] The perceived effects on learning, performance and implications for patient care
The challenges experienced during transition were perceived to affect three areas of the novices' practice; learning and reflection, practitioner performance and implications for patient care.
Learning and reflection
This theme describes how learning and reflection was impaired by a challenging transition. Though it was a period of intensive learning, time and workload pressures made learning incidental, unintended and secondary to 'fitting in' to the workplace. [37] Learning opportunities were missed or triggered only by the need to complete a task, so learning often occurred through imitation and without reflection on practice [39, 43] Furthermore, novice practitioners had little time and energy to consolidate their learning through discussion with experienced peers, with the result that meaningful learning was limited.
Performance
This theme describes how the novice's performance was impaired by a challenging transition. Despite having good levels of theoretical knowledge both novice doctors and nurses were unable to integrate and apply knowledge to a particular patient context. They demonstrated a rigid, prescriptive way of working which impaired their ability to perform skilled tasks, make decisions, problem-solve and think critically. [35, 38, 42, 44] Novices also found skills such as completing and understanding paperwork, assertiveness, organisation, delegation, prioritising and leadership were difficult during transition. [28, 38, [41] [42] [43] Particular skills including structuring patient assessments, interpreting diagnostic data, diagnosing and prescribing were reported specifically by junior doctors as challenging. [18, 19, 42] Implications for patient care
This theme describes how experiencing a challenging transition affected the way in which the novices' practice was affected and had implications for patient care.
To meet expectations and be perceived as competent, novices admitted to feigning knowledge of jargon or skills and knowingly performing tasks they lacked competence in. [28, 29, 31, 37] Tallentire et al. (2011) also reported on junior doctors' beliefs that patient harm resulting from inaction was more acceptable than harm resulting from any direct action they took. The use of avoidance as a coping strategy was similarly reported in other studies when novices avoided interaction with difficult colleagues or demanding patients, complex tasks and in more extreme cases, avoided the work entirely. [38] In the interest of fitting in with organisational culture and being accepted by colleagues, novices compromised their standards of care, acted against their values and did not challenge decisions they perceived to be poor. [27, 44] They reported that the quality of care they delivered sometimes failed to meet the idealised standards they were taught as students because of time constraints, workload and a rigid, fragmented, non-holistic approach to practice. [29, 38, 39, 42] When reporting errors, the fear of upsetting senior colleagues was perceived as more important than the impact of the error on the patient, which promoted a reluctance to report errors. [26] Occasionally too, organisational obstacles in the workplace led to intentional violations of the rules (such as sharing confidential passwords, or deviating from standard procedures) to be able to care for patients. [19, 38] Challenging experiences were reported as influencing the learning, practice and behaviours of novice practitioners which was perceived by senior clinicians, educators and professional bodies to have a negative impact on patient safety. Studies, particularly in the field of medicine have identified phenomena known as the 'August' or 'July' effect, (where the annual changeover and introduction of junior doctors is attributed to a 6-8% increase in hospital mortality) which report the negative impact of transition on patient safety. [46, 47] 
Discussion
In this review, three themes emerged about the sources of challenges during transition; however, none were specific to either profession, and all themes were reported in all of the studies, regardless of study methods, setting and reporting. Similarly, the effects of challenging experiences at transition were not specific to either profession; however, they were reported more frequently and in greater detail in the medical literature. This suggests that some of these findings have transferability to novice community pharmacists, despite the fact they are private-sector and not public-sector employees. This discussion will highlight the themes that were strongly supported, and consider those that are of greatest relevance to the community pharmacy setting.
Limitations
The findings must be considered in the context of some limitations. The data selection was carried out by a single researcher (EM) who is a practising community pharmacist, and the author's practice experience may have influenced interpretation of the findings. Though the search was thorough and systematic, most of the studies identified were qualitative and the remainder of varying design, which did not allow formal scoring of studies. All papers were consequently included, and the review is narrative rather than systematic in nature. No research was identified which specifically reports on the transition experiences of novice community pharmacists and medical and nursing studies were instead used. The way in which contextual differences in the community pharmacy setting may influence transition therefore remains unknown, and further research is required.
Personal experiences -professional accountability
The personal challenges caused by negative workplace interactions and job demands varied between individual settings for both doctors and nurses. In contrast, acquiring professional accountability and responsibility for patient care was repeatedly associated with stress at transition by 15 of the studies, regardless of the profession, setting or study design. Unlike novice doctors and nurses, pharmacists in the UK acquire full and immediate professional responsibility for patient care at the start of transition; indeed, a 'day-one' novice community pharmacist is expected to assume the same level of responsibility as a more experienced pharmacist. [48] Given that acquiring professional responsibility is so challenging, is it appropriate that 'day-one' community pharmacists are fully and immediately accountable practitioners?
Social experience
Current literature across the healthcare professions supports the view that positive social experiences and wellimplemented peer support structures ease transition, a finding supported by the majority of the studies. [33, 49] Most community pharmacists in Great Britain, however, practise in isolation as the only pharmacist on site and have no formal peer support structures. [14] Moreover, many novice pharmacists are line-managed by non-pharmacist managers, who cannot offer the professional/ practitioner feedback that could be provided by a pharmacist manager. [11] The professional isolation faced by novice community pharmacists reduces opportunities to learn from a community of professional peers [13, 50] and novices report relying heavily on their pharmacy team for support. [14] It is unclear though, whether the pharmacy team is best equipped to effectively support a 'dayone' community pharmacist and socialise them to the profession.
As novice community pharmacists are isolated from professional peers and the multidisciplinary team, they may not experience the challenges of traditional hierarchy as existent in hospitals, a concern explicitly reported in eight of the studies. Instead, the commercial primary care setting in which they operate presents multiple hierarchies; 'interprofessional hierarchies' between GPs and community pharmacists, [50, 51] 'organisational hierarchies' of employers' management structures [11, 52, 53] and finally the 'inverse hierarchy'. A novel and under-researched phenomenon, 'inverse hierarchy' refers to novice community pharmacists' senior and central position to the pharmacy team. Despite being the least experienced members of those established teams they are faced with the pressure of leading and managing them. [13] Job-related experiences
In comparison to junior doctors and novice nurses, novice community pharmacists complete proportionately less work-based learning before registration, with relatively few placements during their undergraduate education. [54] Consideration must be given as to whether workload and working patterns for novice community pharmacists present job-related challenges at transition.
Findings in the review demonstrate that practising in an unfamiliar workplace or being on rotation hindered socialisation and increased uncertainty for novice practitioners. Locum or relief community pharmacists who work in different workplaces have reported experiences of isolation or marginalisation. [55, 56] Novice community pharmacists who enter the workforce as locum or relief pharmacists may therefore encounter challenges that may prolong successful transition and impede the development of proficiency.
In recent years an ageing population, increasing prescription volumes, extended opening hours where pharmacies may be open 100 h/week and internet pharmacies, have contributed to a rise in community pharmacy workload. Pharmacists are reporting burnout, professional isolation, reduced job satisfaction and compromised wellbeing, [10] [11] [12] 53, 55] some of which has been linked to risky behaviour. [57, 58] In addition to rising clinical workloads, novice community pharmacists are increasingly expected to perform management duties as part of their role: an expectation that has led to 'clinical-commercial' dichotomies and conflict. [12, 59] It is therefore important to understand the possible impact of the private-sector environment and its associated 'target culture' on the transition of novice community pharmacists.
Learning, performance and implications for practice
This review showed that learning and reflection in the workplace are central to a successful transition, and challenges encountered often prevented novice practitioners from learning effectively. Moreover, the lack of accessible experienced peers in community pharmacy may limit opportunities for reflection and consolidation of learning, self-assessment and feedback. [13, 60] With the expectation to assume full accountability, leadership or management duties from the outset, it is unclear whether novice community pharmacists are also given formal recognition as learners and importantly, whether the practice environment allows them to feel safe to learn. In place of the clinical structured career pathway/curricular continuum available to novices in hospital pharmacy, nursing and medicine, community pharmacists have a managerial career path. This provides the basis for their performance management and focusses feedback on commercial targets and outcomes making it harder for novice community pharmacists to self-assess proficiency. [59, 61] Schafheutle et al. [62] argue that without addressing clinical or professional competence these systems are inadequate for assessing a practitioner's fitness to practise.
This review provides evidence that transitions perceived as challenging may negatively influence practitioner behaviour, the quality of the care they provide and have implications for patient safety. Many of the findings discussed have similarly been reported in studies on early career pharmacists and include difficulties thinking critically, applying knowledge to practice, lacking clinical knowledge, leadership, organisation and communication skills, [13, 14, 60] having inadequate self-assessment, [63] professional judgement and assertiveness skills. [64] [65] [66] Pharmacy practice research has provided evidence that shows under some circumstances pharmacists demonstrate reluctance to report errors and struggle to recognise the limitations of their practice. [13, 63] Recently qualified pharmacists admitted to concealing gaps in their knowledge, task avoidance and held idealistic views of practice. [13, 14] The existing evidence from pharmacy implies that novice community pharmacists may encounter similar challenges to novice doctors and nurses at transition; however, none of that evidence explicitly attributes these issues to the transition period for novice community pharmacists. Findings from this review may be used with caution, to raise the issues surrounding transition in community pharmacy. Empirical research exploring novice community pharmacists' transition would provide more definitive insight into the challenges they encounter, the perceived impact on the practitioner and the effect on patient care.
Conclusion
This thematic review provides insight into the way that challenges caused by transition may influence the development, performance and practice of generalist novice healthcare practitioners. Though some of these findings may not be directly transferable to community pharmacy, consideration of these issues does support the argument for research on transition in this context. Future work should focus on exploring transition to independent practice for novice community pharmacists, both to understand their support needs and inform the development of supportive interventions.
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